A 70-year-old woman with purulent nasal discharge and postnasal drip was referred to our hospital. Although she had been on medication for 2 months, her condition had not improved. She had no history of notable facial trauma or nasal surgery, and her other medical conditions were noncontributory.
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A 70-year-old woman with purulent nasal discharge and postnasal drip was referred to our hospital. Although she had been on medication for 2 months, her condition had not improved. She had no history of notable facial trauma or nasal surgery, and her other medical conditions were noncontributory.
Nasal endoscopy detected a large, dark-brown, claylike mass obstructing the left sphenoethmoid recess. Computed tomography (CT) demonstrated opacity without a calcification in the left sphenoid sinus, but with a calcified mass in the sphenoethmoid recess (figure 1).
Based on a suspicion of fungal sinusitis, we performed endoscopic sinus surgery. We first removed the mass in the left sphenoethmoid recess, and then we performed a left sphenoidotomy. The pathology findings were consistent with an aspergilloma (figure 2). The patient's postoperative course was uneventful, and she experienced no further symptoms.
Fungal sinusitis can be either invasive or noninvasive. A sinonasal fungus ball, which normally occurs in immunocompetent and nonatopic patients, is the most frequently occurring type of noninvasive fungal sinusitis. It usually involves only one sinus, normally the maxillary sinus; in descending order of prevalence, it also involves the sphenoid, ethmoid, and frontal sinuses. 1 To the best of our knowledge, no case of a fungus ball in the sphenoethmoid recess has been previously reported in the literature.
CT and magnetic resonance imaging (MRI) can improve the reliability of a preoperative diagnosis of a sinonasal fungus ball. Although MRI is a reliable tool for identifying a fungus ball, it cannot be performed on all patients because of its cost. Therefore, preoperative CT is used more often than MRI in these cases. A fungus ball usually appears as a calcification within the sinus, suggesting the presence of a foreign body. Intrasinus calcifications appear as fine, punctate, linear, nodular lesions with a round or egg shape. 2 Their incidence on CT in patients with fungus ball has been reported to range between 69 and 77%. 3 Dental procedures such as endodontic treatment have been postulated as a theory to explain how the sinus promotes the growth of fungal elements. 4 Sinus perforation secondary to endodontic treatment provides a favorable growth environment for the inhaled fungal spores. However, this theory does not explain the occurrence of a fungus ball in the ethmoid, sphenoid, or frontal sinuses. 5 Surgical goals can be achieved effectively via a purely endoscopic approach, which should be considered the gold standard of treatment for a fungus ball in a paranasal sinus. 5, 6 Nasal endoscopy offers easy access to the affected sinus via clear direct visualization. In our case, the pathogenesis was unclear. It is unlikely that our patient's fungus ball was related to the sphenoid sinus. It was too large to be expelled from the small ostium of the sphenoid sinus. We hypothesize that in this case, sphenoid sinusitis played an important role in the occurrence of the fungus ball. The nutrition provided by the pus from the sphenoid sinus and the narrowness of the passage of the sphenoethmoid recess, which seemed to provide anaerobic conditions, aided in the development of the fungus ball. Based on our findings, the sphenoethmoid recess should be considered as a potential site of a fungus ball. Figure 2 . Histologic analysis shows uniform, narrow (3 to 6 μm wide), and regularly septated fungal hyphae, with branching at acute angles from the parent hyphae (Gomori methenamine silver stain, original magnification ×400).
